Author's abstract This paper examines some of the arguments advanced and acted upon by doctors concerned in decisions about whether severely handicapped patients should live or die. It criticises the view that 'selective treatment' is morally preferable to infanticide and shows how the standard arguments advancedfor this preference fail to sustain it. It argues that the self-deception, which is sometimes cited as a sign of humanity in these cases, and which is implicit in the term 'selective treatment' is more dangerous than is the remote chance of brutalisation which is often cited as the danger of active euthanasia.
Selective treatment of severely handicapped children is calculated to result in their deaths. I am thinking particularly of the management of children with severe spina bifida (I). Such a policy has been justified on the hypothesis that it is reasonable to conclude that the child would be better off dead. This paradoxical sounding conclusion means simply that it is judged to be in the child's best interests to die. I am assuming that the children in question are too young, or too severely handicapped, to be themselves consulted. I assume also that this sort of judgment, while difficult to make, is unproblematic in that we can all imagine many cases in which life is so intolerable, so painful, so miserable, so difficult and so utterly without reward, that we would not wish to live such a life and that it is reasonable to suppose that no one would. I assume also that severe spina bifida is such a case.
What is, however, highly problematic, is the judgment that it is morally preferable to withhold treatment from such children so that they die slowly, rather than to kill them quickly and painlessly. Since 'selective treatment' in this context usually means not treating and often not feeding either, I will use the term 'selective non-treatment' to refer to this procedure.
There are many good reasons for abandoning the view that passive euthanasia is either morally preferable or causally more remote than active euthanasia, and I have argued this point at length elsewhere (2) . However, many in the medical profession and many relatives of patients accept that selective non-treatment of severely handicapped children is morally preferable to killing and it is worth looking at the reasons that one eminent practitioner in this field has advanced for this view.
In a paper entitled 'Ethical problems in the management of myelomeningocele and hydrocephalus' John Lorber (i) and he has been courageous in pioneering selective non-treatment which is more economical ofsuffering and of resources than is the active treatment of severe spina bifida. It is therefore particularly poignant that he believes it right to stop short of killing and particularly worthwhile examining his arguments for so doing. Although Lorber's paper is ostensibly about the ethical problems of selective non-treatment, he in fact relegates discussion of these to the final page and a half of his paper. After noting 'a major inconsistency and perhaps hypocrisy' (6) in his opposition to active euthanasia Lorber sets out the arguments which he must believe to be strong enough to outweigh charges of hypocrisy and inconsistency and to justify those painful weeks and months which, in this case, represent the moral difference between killing and letting die. His arguments must be such as to pull the moral difference back in favour of selective non-treatment. With such a task before him we must regret that Lorber allots so little space to his discussion of the solution of these ethical problems. We will take the arguments in order.
The argument from brutalisation This argument has two parts which are stated in two sentences, 'active euthanasia may brutalise the persons who carry it out ... It would be wrong for a doctor to order his junior or his nurses to carry out such a task if he cannot bring himself to do it (6).
To 'brutalise' in this context is I suppose to render individuals more insensitive to the pain and suffering of others and more careless or callous about the value of their lives. Evidence of brutalisation would be very hard to find and Lorber cites none. But what we have to balance here surely is a remote and imponderable danger of sensitive medical staff becoming 'brutalised' to an unknown (but perhaps insignificant) degree, against real and present pain, suffering and distress to the patients, their loving ones, and the medical staff who have to preside over their slow demise. We must also take into account the equally probable brutalising effect of taking responsibility for a slow and distressing rather than a quick and painless end. In the absence of any evidence, it is plausible to suppose that the responsibility of bringing about a slow and distressing death would be more rather than less brutalising than would a quick and merciful killing.
Certainly we can agree that doctors should not order others to do what they themselves cannot in conscience bring themselves to do, and others should not take such 'orders'. But again we are discussing what people ought to do in these cases, and what they feel they can in conscience do will, one hopes, be determined by what, after considering carefully evidence and argument, they think they ought to do.
The argument from lack of consent 'I strongly disagree with active euthanasia' Lorber states, 'especially for babies and children, who cannot possibly ask for it or give their considered consent' (6). Consent is worrying, but it is no more worrying for active euthanasia in the cases under consideration, than it is for selective non-treatment. As we have seen, selective non-treatment is intended to result in death and it does, and those who die cannot possibly ask for it or give their considered consent.
The slippery slope argument 'It would be impossible to formulate legislation, however humane are the intentions, that could not be abused by the unscrupulous. There have been plenty of examples in the past, especially in Hitler's Germany. Few just or compassionate persons would wish to give such a dangerous legal power to any individual or group of people' (S) (6). There are two points that need to be made here. The first is again that Lorber and others already have this power, they decide to act so as to bring about the speedy deaths of their patients and they are very successful. Whatever the dangers of legislation are, it must surely be possible to make them less than those that already exist without specific legislation. The power is awesome but it is already exercised. The second point is about the spectre of Hitler and Nazism. By raising it Lorber invites us to see the difference between active and passive euthanasia as the difference between humane medical practice in a civilised society and the first step on the road to the holocaust. But the Nazi euthanasia programme was nothing like the possibilities we are considering. Under the Nazis euthanasia was simply one way of exterminating those racially or politically beyond moral consideration. And the Nazis were not short of other ways to achieve the same ends. It is precisely because we care about spina bifida children, precisely because we are in no doubt that they matter morally, that we are concerned about what it is in their best interests to do. The spectre of Nazism offers no analogy at all and so only fogs the issues.
We must again remind ourselves that doctors already take decisions which result in death with no legal or publicly debated safeguards. If we do not cry 'Nazism' it is simply because we know there is no analogy and we know that all concerned are concerned only about the welfare of their patients. But if we fear even the slimmest chance of abuse, we should take care that all decisions in these areas are taken in the open with the widest possible public debate and scrutiny. One way to ensure this would be to legalise non-voluntary euthanasia only for those patients who were incapable of consenting and only where death was clearly in their best interests.
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We could then build into the legislation whatever safeguards and criteria we wished. Here the idea that they are only 'letting nature take its course' allows them to distance themselves from the death of the child and fit their part in events more comfortably into their conception of the medical role (8) .
The 'course of nature' There is a terrible irony here in that the whole practice of medicine might be described as a comprehensive attempt to frustrate the course of 
